The Care of the Dying is a suitable subject for a lecture because of its importance, and also as it receives so little notice in our professional training and in the literature. Clinical practice, of whatever kind, brings to all of us responsibility for the dying; and not a little of the doctor's art can be shown by the resource displayed in their care. When Swinburne wrote that "Peace, rest and sleep are all we know of death" he defined also the needs of the dying; and the measure of our success in caring for them is the continuity with which those needs are fulfilled.
herald the close. Almost always these patients have suffered their worst some time before the end, and not often do they call for much relief in the last stages. The dying patients who tax our skill are those with surviving consciousness who are struggling with asphyxia or with pain.
Even so there is evidence of considerable dimming of consciousness at the time of real or apparent suffering, a point made again recently by Ryle (I940) .
Turning now to the actual care of the dying, many of their needs are common to all sick and bed-ridden patients. But, as our aim should be to make dying as easy as possible, assuaging symptoms and securing comfort have to take the foremost place. This often requires decisions that would be unjustified with a prospect of survival, for the relief of symptoms can demand treatment that may shorten life. But to make such decisions, to adhere to them, and sometimes to persuade others of their wisdom is an obligation to these patients. First the application of a firm Elastoplast strip, or light packing with io per cent Zinc Peroxide and 5 per cent Scarlet Red iii soft paraffin are both successful.
Here we need to dismiss so-called "Stimulants," such as strychnine, adrenalin, camphor in oil or ether injected, which are variously regarded as improving the efficiency of the circulation or respiration. A former vogue has passed with the critical inquiry which their actions have received. For these are always brief, so often trivial, and rarely, if ever, affect the issue in a dying man.
This brings us to a debatable problem, acceleration of death in the dying. The legal and moral issues which focus on this matter are intricate and can barely be dealt with here; but a few points are outstanding. In the first place the law forbids in theory but ignores in practice, thus tacitly accepting the commonsense view that doctors here, as in other spheres, should be protected from the consequences of steps honestly taken in the interests of patients. It needs to be satisfied only as to the skill and judgment exercised. If there are occasions when hastening dqath seems the most sensible and humane procedure the proper course then becomes a matter for one's own conscience, and a guide to conduct is found by regarding the circumstances as affecting a close personal relative. The first essential on these occasions is to keep one's own counsel, Nothing should ever be done at the request of third parties. As for the means, morphine in quickly cumulative doses is one of the best. Insulin produces unconsciousness easily; as little as 40 units may be fatal to a cachectic patient, while others need much more. Venesection is unreliable. Relatives should be warned that the patient is worse, and is reaching unconsciousness rapidly. One other point about such treatment-the doctor should always give the drug himself, for he takes the direct responsibility in that way.
. Family doctors may need to advise the dying in arranging financial affairs; in this connection testamentary capacity has to be considered. On rarer occasions a dying declaration must be taken for a criminal action at law. d
I have dealt so far with what seem to me the leading topics in the care of tht dying; but we have to think of others also in discharging our task. One important thing is that relatives should be assured that means of relief are effective; and at times persuaded also of the euthanasia which nature so often provides. Though so rarely need patients learn of impending death, responsible relations have to know. There is a choice of time and persons for such tidings, especially with an emotional family. A colleague may give invaluable help, for the obligation upon a second opinion is also to temper truth with hope, a course from which no reputation ever suffers. You will find yourselves dealing with many unexpected situations among the dying. Sometimes death brings family discord, sometimes imposes obligations on one particular member of a family; or maybe the loss is of one who for years has kept that family together as individuals will. Here I would remind you that we do not always give our drugs to the patient at a death bed scene, but rather to relations.
Much of what I have told you to-day is outside the scope of your curriculum, and little of it will help you to pass examinations. But I hope that it will make you think of the dying and their problems before you have to deal with them. For our profession spend a great part of their time among such problems, a part just as important as others. Oliver Wendell Holmes used to say that while one of the physician's functions is to assist at the coming-in, another is to assist at the going-out. Alfred Worcester has expressed it another way when he wrote, ''Our duty to our patients ends only with their death, and in the preceding hours there is much that we can do for their comfort. At the very least we can stand by them." To do so creditably requires not only skill but inexhaustible patience.
